Human brucellosis is a common disease in many areas, with more than 500 000 new cases each year. 1 In Europe this zoonosis is still endemic in many Mediterranean countries and is a severe public health problem. 2 Brucellosis typically presents with a febrile syndrome with no apparent focus, accompanied by chills, profuse sweating, and malaise. 3 4 The disease often results in complications, of which the most common affect the locomotive apparatus.58 Osteoarticular complications are important owing to their high prevalence and also the associated functional sequelae.9 10 Nevertheless, there are important discrepancies in the criteria used for the diagnosis of osteoarticular complications of brucellosis, their prevalence, usual sites, therapeutic schedules, and prognoses.' '-"4 These discrepancies, together with a lack of prospective studies of such complications, led us to undertake this study. Patients 
Results
Of the 263 patients, 174 (66%) had no complications during the course of their disease. Eight of the other 89 patients (9%) developed more than one complication. Osteoarticular complications were the most commonly noted, developing in 65 patients (25%) (49 men (75%), 16 women (25%)), whereas the group with no complications comprised 122 men (70%) and 52 women (30%). The average age of patients with osteoarticular complications was 37 (SD 15) years compared with 33 (15) years for patients with no complications. Within the group with osteoarticular complications, those with spondylitis had a significantly higher average age (44 (12) years) than the other patients (28 (11) years) (p<00005). The average duration of the clinical picture from the onset of symptoms to diagnosis in patients with osteoarticular complications was 57 days in comparison with 27 days in patients without complications (p<O-OOl). There were no significant differences in job, urban or rural origin, means of contagion, or previous history of the disease between the groups. Table 1 shows the clinical features of both groups.
Eighty five sites were affected in the group with osteoarticular complications. Spondylitis was the most common (38/65 cases, 58%), followed by sacroiliitis (29/65 cases, 45%), monoarthritis (eight cases, 10-1%), and oligoarthritis and soft tissue rheumatism (two cases each, 3%). In 14 of 65 patients (22%) more than one site was affected (table 2). Of the 14 patients affected at multiple sites, eight (57%) developed concomitant spondylitis and sacroiliitis and three (21%) developed spondylitis affecting more than one rachidian segment.
At diagnosis 47 (72%) patients had radiographic abnormalities, usually central and rarely in peripheral sites (table 3) . Radiographic studies were not performed on a patient with sacroiliitis in her fifth month of pregnancy, though residual radiographic lesions in the affected joint were shown after delivery.
Radionuclide bone scan was performed on 37 (57%) of the 65 patients with osteoarticular complications; all were positive. The scan was positive in all patients showing radiographic abnormalities, but it was also positive in 17 The ratio of men to women (3:1) is similar in patients both with and without osteoarticular complications, exemplifying the typical epidemiological trend in our community.25
In our study the age of patients with spondylitis was significantly higher than that of patients with other osteoarticular complications. Similar results have been reported by other authors. " 22 24 [26] [27] [28] We found that the most commonly affected sites were the rachis in 38/65 (58%) and sacroiliac joints in 29/65 (45%) of patients; peripheral joints were much less affected, as found by other authors.'2 27 Some studies found a predominance of peripheral disease, possibly because they included a significant proportion of patients aged less than 14, in whom the high prevalence of peripheral arthritis is well known. Multiple sites were affected in 14/65 (22%) of patients in our series, with the association spondylitis-sacroiliitis being the most common (eight cases). Similar findings have been reported by other authors." 24 27 31 In the early 60s, Kelly et al reported a high percentage of osteomyelitis of long bones.'2 Our findings and those of many other studies suggest that this is an unusual site.'4 22 24 29 31 The involvement of sternoclavicular joints,32 though unusual, has been reported more and more often over the past few years.22 29 Laboratory data are of very little value in the diagnosis of brucellosis in general and its osteoarticular complications in particular." 12 21 23 25 In our study we found no significant differences in there was a much higher percentage of peripheral arthritis.22 29 30 Radiographic findings noted in spondylitis were similar to those found by other authors.22 Involvement of the interapophysial joints, scarcely reported previously, seemed to be fairly common, however. The presence of paravertebral or epidural abscesses, or both, is another unusual finding in many series. 9 12 27 33 34 The high percentage found by us (21%) and other authors (16-6-37.5%)24 26 may perhaps be related to the accuracy of the diagnostic criteria and the use of computed tomography, a much more sensitive technique than the conventional radiographic studies for the diagnosis of this complication (figure).
The high percentage of patients with osteoarticular complications but without radiographic abnormalities prompted the use of radionuclide bone scan, a technique with a well known sensitivity in the early diagnosis of bone disease.35 In this study 17 patients (26%) with normal radiographic studies had a positive radionuclide scan. Similar results have recently been reported.36 37 Treatment of brucellosis is still not completely satisfactory. The best results have been obtained by treatment with doxycycline and streptomycin for six and three weeks respectively, and continuing the doxycycline for up to two months in cases of osteoarticular and visceral complications. [38] [39] [40] [41] With this regimen 51/57 (89%) of our patients were cured with one single course of treatment, with no significant differences between the two schedules used. The six patients (11%) for whom treatment failed were mostly patients with spondylitis, as previously reported by other authors. 24 The good response of sacroiliitis and peripheral arthritis to treatment is already known," 25 28 but the failure of treatment in patients with spondylitis suggests that it should be prolonged for more than two months in these cases. 24 Surgical treatment, together with adequate medical treatment, should be reserved for those patients with large paravertebral abscesses, medular compression, or destructive spondylitis resulting in severe and persistent pain.9 24 26 27 
